body is helping me to find a London flat. The British Postgraduate Medical Federation and other groups have been similarly helpful. I regard medical experience here as of enormous value apart from the obvious benefits in training. At a time when international unpleasantness is not a remote possibility, the exchange of graduate students would appear a very real way in which Empire co-operation can be furthered. A stream of students in both directions would perhaps be of value to all concerned.-I am, etc., Hove, Sussex. DOUGLAS FINDLAY.
Trilene as an Analgesic SIR,-As I was chiefly responsible for the introduction of purified trichlorethylene as an anaesthetic and analgesic in 1941, may I be allowed to comment very briefly on Mr. F. Neon Reynolds's plea (Sept. 25, p. 620) for its domiciliary use by midwives ? It is true that "trilene " is a most effective analgesic and can be given with a simple and portable inhaler, but when it comes to legalizing its use by midwives all sorts of complications arise. Th6 Council of the Association of Anaesthetists of Great Britain and Ireland has had the matter under active consideration for some time, and the two research fellows of the association have been engaged on whole-time work on the subject. A brief interim report will be found in the current issue of Anaesthesia, and it is hoped to include a more detailed account of the important findings in the next number. I would suggest that those interested should peruse these reports, and they will then realize the complex problems which have still to be solved before the ideal " foolproof " obstetrical analgesic can be provided.-I am, etc., St. Albans, Herts.' C. LANGTON HEWER.
SIR,-Mr. F. Neon Reynolds's letter (Sept. 25, p. 620) brings out the point that some improvement in the means of affording relief of pain during childbirth supervised by midwives is long overdue. The solution of the problem, however, is not so simple as he hints. Two outstanding defects in the " trilene " inhalers at present available for obstetrical analgesia are that the strength of vapour delivered varies both with room temperature and with the depth of respiration of the patient. Also the susceptibility of the individual patient to anaesthetic vapours has to be borne in mind.
There is no doubt that several inhalers give adequate relief of pain in a high percentage of cases, particularly where intelligent supervision is exercised. Nevertheless, a combination of circumstances can arise in which an unduly high concentration of vapour is breathed by a susceptible patient, and then the stage is well set for accidents which the limited training of many midwives in the case of the unconscious patient leaves them incompetent to deal with. Reasonable risks must be taken, but it would be hard to justify an occasional maternal or foetal misadventure with apparatus so obviously capable of improvement. If the present inhalers are modified to be safe in all cases they will be practically useless in the great majority. Work is in hand at more than one centre to construct analgesia inhalers which will be independent of depth of respiration and in which a simple adjustment can be made for different room temperatures-in short, a simplified version of a successful chloroform inhaler specially designed for paratroops during the war.-I am, etc., Oxford.
R. R. MACINTOSH.
Fibrositis SIR,-The letter of Dr. M. G. Good (Sept. 25, p. 617) adds very little clarity to the article of Dr. James Cyriax (July 31, p. 251). Dr. Good's "hypothesis that the myalgic spots are due to . . . abnormal vasodilatation by stimulation of the vagus (vagotonia), which would lead to a deficient circulation and anoxia," is, to say the least, somewhat difficult of comprehension.
The following are some of the many questions that come to my mind on reading his letter. (1) Does vasodilatation produce ischaemia ? (2) How, may one ask, is the vagus stimulated in these conditions; and, even then, how can it produce myalgic spots in areas so distant from its own areas of distribution ? (3) Does Dr. Good suggest that the vagus takes part in the innervation of the latissimus dorsi, or, for that matter, of the gluteus maximus-two muscles which may appear to the patient to be the sites of pain ? To do so is to suggest that since we first studied the first principles of anatomy we have developed-perhaps tragically-some phylogenetic changes in our " constitutions."-I am, etc., London, N.4. I. 14. MILNtR.
SIR,-I must join forces with Dr. M. G. Good (Sept. 25, p. 617) in the matter of local vasomotor disequilibrium as being the most certain cause of this tedious and extremely painful condition. One can state with some certainty that the aetiology covers almost all forms of the disease in wellnigh any part of, at least, the large muscles. Those who have their own experience realize that abuse, disuse, and trauma will bring an attack. Surely it is reasonable to suggest that, as Dr. Good has said, ischaemia is the prime cause. We all know of splendid athletes who gave up their sports to sit on an office stool and become what are said to be " muscle-bound." If that is not fibrositis, what is it ?
I agree entirely with Dr. Good in his repudiation of the suggestion that primary fibrositis is an imaginary disease. Anxiety may bring on an attack, or vice versa.
In the Tropics chills and dampness are very well known causes, and the complaint seems to be more severe; motorcycling is really dangerous in those who are affected.-I am, etc., Reading, Berks.
A. HENRY PRICE.
Suppression and Treatment Qf Malaria
SIR,-1 have read with very great interest the reply given under the above heading (" Any. Questions ? ", Aug. 21, p. 407) to a query regarding the value of paludrine, mepacrine, and quinine, respectively, for the suppression ahd treatment of malaria. But, while I agree most heartily with the statement, " For suppression, the drug chosen must be taken daily," I am convinced that the reference to quinine and blackwater fever needs considerable qualification.
When I was sent by the Indian Government over forty years ago to investigate blackwater fever in the Jalpaiguri Duars of Northern Bengal, we doctors in India used often to wish that we had remedies for other dangerous diseases one-half as effective as quinine was known to be for malaria. At that time I was not the least afraid of malaria personally, because seven years' work in a hyperendemic area of Assam had taught me how to protect myself by the systematic use of quinine. I used to take a 5-grain sugar-coated tablet of quinine sulphate every day; and if I developed any sort of symptom whatsoever, such as a headache, sore throat, indigestion, constipation, or looseness of the bowels, instead of stopping the quinine I promptly doubled or trebled the dose for a few days. Before adopting this regimen I had suffered repeated attacks both of benign tertian and malignant tertian malaria; so much so that on one occasion I nearly threw up my Assam appointment. But from the time I began to take quinine in the manner described I kept extraordinarily free of malaria, in an area where the spleen and parasite indices exceeded 90%.
At that time little was known regarqing the origin of blackwater fever, which was thought by some authorities to be due to a special parasite. Schuffner, for example, had reported seeing bodies resembling spirochaetes in the blood of blackwaterfever patients. I had failed to confirm Schuiffner's finidings in a few cases examined in Assam; and I must confess that when I went to the Duars, where many fatal cases of blackwater fever had recently caused nearly a panic among the planters, I did so rather in fear and trembling.
After I had been at work in the Duars for a few months BRMSDICAIJuniUL MEDICALJOUNA prepared. The consistent use of the remedy (quinine) by a community may even diminish the incidence of blackwater fever by reducing the liability to malarial infection."
The value of quinine for suppressing attacks of malaria and diminishing the incidence of blackwater fever is referred to again on page 177 of our report on blackwater fever, where, after mentioning four examples quoted by Deaderick in which the adoption of quinine prophylaxis against malaria was followed in each case by a reduced prevalence of blackwater fever, we go on to remark: "Quinine prophylaxis, it is obvious, to be of any use must be effectively pushed. In the Duars already a large proportion of the European population has taken to the systematic use of quinine. The result has so far been not only a much reduced amount of malaria amongst those taking the precaution, but a very small number of cases of blackwater fever in this community. Only three cases which occurred among Europeans during the past twelve months were among those who professed not to believe in quinine and only took it when they felt unwell."
There had in fact been a startling reduction in the number of cases of blackwater fever after the commencement of the inquiry in May, 1907, pari passu with the progressive adoption by the planting community of a daily dose of quinine as a protection against malaria. When I came to leave the Duars in 1909 to take up the investigation of malaria in other parts of India I was not only confirmed in my former opinion regarding the value of quinine as a safeguard against malaria, but over and above this I had become convinced that a small daily dose of quinine was an even more certain preventive of an attack of blackwater fever than it was of an attack of clinical malaria. My experience during the next five years only strengthened these views and at the outbreak of war in 1914 led me to volunteer for active medical service on any malarious front, specifying for choice any area where blackwater fever was known to be endemic.
It will be seen from the foregoing that my experience affords no support to the statement contained in " Any Questions ? " which inspired this letter, to the effect that: " If the infection is due to P. falciparum or if, P. falciparum is the prevailing parasite in the area quinine must be avoided both in treatment and in suppression because of the danger of inducing blackwater fever." On the contrary, quinine can safely be used in the circumstances stated if it is used in daily doses for the suppression of malaria. The same rule appears to hold good for mepacrine. Neither quinine nor mepacrine should be used internmittently in blackwater-fever areas if dangerous sideeffects are to be avoided. T. E. Wilson (Med. J. Aust., 1943, 2, 414) reports two cases of blackwater fever following mepacrine in men who had intermittent treatment for repeated attacks of mafignant tertian malaria. He considers blackwater fever to be consequent upon a sudden dose of antimalarial drugs after a long intermission. "The onset of blackwater fever immediately after use of mepacrine suggests that this disease is not due to a hypersensitivity to quinine itself, but rather to a by-product liberated from the parasites themselves by an antimalarial drug."
The moral appears to be that whatever the drug chosen for the suppression of malaria-whether it be quinine or mepacrine, and quite probably paludrine also-it would be wiser to take it daily rather than intermittently.-I am, etc., Wallington, Surrey.
CHAS. A. BENTLEY.
Analgesia by Sympathetic Block SIR,-Mr. Albert Davis's article (Sept. 25, p. 585) prompts me to report a few cases of the use of " proctocaine" in sympathetic block.
A man, aged 68, feeble, and suffering from a bluish, cold, and painful hand following an injury to the thumb, had 10 I1. proctocaine introduced at the level of the 1st thoracic vertebra. This caused a fairly complete measure of relief, lasting at least four months.
A woman, aged 59, had a pressure ulcer on the foot which showed no signs of healing. 10 ml. proctocaine at the 2nd lumbar vertebra enabled the ulcer to heal. 0-woman, aged 61, with an old-standing hydronephrosis of slight dj1ee, but causing pain, had 10 ml. injected at the 11th thoracic vprtFbra; this removed the pain for at least a month.
>AXyvoman, aged 50, had thrombosis of the left popliteal artery; left f pe9,Solder than its fellow to touch; cramp in calf on walking 100 yards. 10 ml. proctocaine was injected at the level of 2nd lumbar vertebra. Now, six weeks later, the foot is still noticeably warmer than the other, and she can walk two miles without pain.
I was prompted to try this method by reading the book by Mandl, through the knowledge that Kenny had already safely used proctocaine in the sacral cahal, and witnessing Mr.
Haxton's demonstration of the use of a carbolic solution. Many patients requiring relief from pain are old or in poor general health; it may be that a few injections a year may make their lives more tolerable. In cases of popliteal thrombosis it is probable that immediate sympathetic block by proctocaine (until something more efficient is discovered) is the treatment of choice. The first of these is a tendency to regard the patient not as a man but as a factory of blood counts or of interesting x rays. The day is not far distant, if indeed it is not already with us, when the " clinician " on his morning round will not observe the patient but, look at the report on his blood cholesterol. The second of these features is to be found in the articles in the medical press and in the accounts of disease given in the textbooks. More and more the patient is forgotten in a welter of urine and blood analyses, x rays, and electrocardiograms, for all of which the description may wenl be weighed in the balance and found wanting.
Compare any modern description of pernicious anaemia with Addison's original account.' To judge from their writings our modern haematologists pay scant attention to the patient. All too often the reader finds that the description of the cases consists of a series of dates against which are written blood and marrow counts, and he is left with a nightmare picture of large cells, small cells, cells with big nuclei, cells with little nuclei, and cells with no nuclei at all. From such descriptions he may derive a litt e knowledge, somewhat less help in his own recognition of the disease, and no pleasure at all. Let the reader turn to Addison. There he will find a word picture that will live in his memory, enable him, supposing he had never seen the condition, to recognize it when he met it later, and give him the immeasurable pleasure that only good descriptive prose can bestow.
I have chosen pernicious anaemia to illustrate my point not for poverty of other examples-Bright gives a better and more helpful account of nephritis, Parry and Graves of thyrotoxicosis, and Heberden and John Hunter of coronary thrombosis and angina than any of our contemporaries, and other examples abound-but because it and other anaemias are at present much discussed in the medical press and form examples par excellence of the poverty of our descriptive writing as compared with that of our forefathers and of the use of the laboratory to the almost complete exclusion of the clinical picture. Let us then return to clinical observation, to the use of good, clear English to describe what we see, and to more consideration of the needs and feelings of the patient, or our successors will say of us that our hands "like the base Indian, threw a pearl away richer than all his tribe."-I am, etc., London (1924) . This translation differs very slightly from that given by him a year earlier in the Loeb Classical Library (e.g., the 1924 work gives ". . . obedience to the physicians' Law, but to none other," whereas the better version is ". . . wvho have
